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Co-morbidity Among Children
with Disabilities

Roger A. Boothroyd
Introduction Mary I. Armstrong

Numerous recent studies have examined the presence of co-
morbid mental health conditions in children and youth (Eiraldi, Power, Karustis, & Goldstein, 2000;
Manassis, & Monga, 2001; Masi, Favilla, Mucci, & Millepiedi, 2000; Pliszka, 2000; Young, 1998)
and the prevalence of mental health and co-occurring substance abuse problems (King, Gaines,
Lambert, Summerfelt, & Bickman, 2000; Thompson, Riggs, Mikulich, & Crowley, 1996; Zeitlin,
1999). Additionally, several studies have examined the prevalence of mental health problems among
children with physical disabilities (Cohen, Pine, Must, Kasen, & Brook, 1998; Lavigne & Faier-
Routman, 1992; Nolan & Pless, 1986). However, a review of the literature revealed few studies
examining the prevalence of co-morbid health problems among children and youth with serious
emotional problems (Combs-Orme, Heflinger, & Simpkins, 2002). Despite the paucity of research,
the importance of the research conducted to date is supported by the fact that the report of the
Surgeon General’s Conference on Children’s Mental Health (2000) stressed the need to train primary
health care providers to identify mental health problems in children, particularly among those with
special health care needs. This study examined the co-morbidity of health and mental health problems
in children and youth by addressing three basic questions:

*  What is the prevalence of significant health and mental health problems among children with
either a health or mental health disability?

* How do these prevalence rates compare to a general sample of children in families receiving
Temporary Assistance to Needy Families (TANF)?

*  What is the rate of unmet service needs among children with co-occurring mental health
disabilities?

Methodology
Participants

This study included 1,145 children from three disability groups: (a) TANF/non-Social Security
Income (non-SSI; no disability, 7 = 764), (b) children receiving SSI because of a health disability
(n =161), and (c) children receiving SSI because of a mental health disability ( = 220). Table 1 presents
a summary of the characteristics of the children in this study across the three disability groups.

Children’s ages differed by disability status, F(2,1144) = 30.07, p < .001. Children with mental
health problems were significantly older than either children with health problems or those with no
disabilities. Significant gender differences were also found across disability groups, x*(2, N = 114) =
36.23, p < .001. Children with mental health or health problems were more likely to be boys than
were children without a disability. Finally, there were racial/ethnic differences among the children in
the three disability groups, x (6, NV = 1145) = 13.31, p < .05. Children with mental health problems
were more likely to be Black/NonHispanic and less likely to be Hispanic compared to children
without a disability who were more likely to be Hispanic and less likely to be Black/NonHispanic.

Measures

Data were gathered using mail survey procedures. The administered questionnaire contained
previously developed and validated measures of health and mental health status. Caregivers were asked
to report on their child’s health status using questions adapted from the Child Health Questionnaire
(CHQ; Landgraf, Abetz, & Ware, 1999). Caregivers reported children’s mental health status using the
Pediatric Symptom Checklist (PSC; Jellinek, Murphy, & Burns, 1986). Additionally, the questionnaire
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Table 1
Child Characteristics

None SSI-Mental
(TANF/nonSSI)  SSI-Health Health Overall
Disability Group (n=764) (n=161) (n=220) (n=1145) p<
Age
Mean/SD 11.1/3.56 11.6/3.84 13.2/322  11.6/3.63 go1
Range 51021 5 t0 21 61020 51021
Gender
Male 51.2 62.7 73.2 57.0 001
Female 482 37.3 268 43.0
Race/Ethnicity
White/NH 40.7 422 39.5 40.7
Black/NH 38.7 41.0 46.8 40.6 05
Hispanic 16.6 11.8 8.2 14.3 )
Other/NH 3.9 5.0 5.5 4.4

contained demographic information regarding the age, race/ethnicity, and gender of the children and
their SSI disability status (e.g., SSI for health, SSI for mental health, TANF i.e., non-disabled). The
questionnaire was printed as an 8.5” by 7” booklet in both English and Spanish and was personalized
to include information specific to the child printed on the form. A personalized cover letter was
included; it was designed to protect respondents’ confidentiality and to reduce possible stigma to the
child’s caregiver. The letterhead contained a toll-free telephone number in the event that caregivers had
questions about the survey or wanted to complete it over the phone.

Procedures

Data were collected as part of a larger population-based study examining the effects of managed
care on access to and quality of services. A highly systematic and structured mail survey methodology
was used similar to that recommended by Dillman (1978) and Salant and Dillman (1992). In tortal,
five separate mailings were conducted. The first mailing consisted of a prenotification postcard to each
child’s caregiver explaining that we were conducting a study examining their health care services and
that they would receive a questionnaire in the mail in about a week. One week later a second mailing
was conducted. This mailing included a personalized cover letter and questionnaire (in both English
and Spanish), an explanation of the purpose of the study, the fact that respondents would be paid
$7.00 for returning a completed questionnaire, and informarion about the days and hours of
operation of the toll-free telephone number. A preaddressed stamped return envelope was also
included in the mailing. One week later, a postcard reminder was sent to each person who had nor yet
responded. This reminder emphasized the importance of the study and again included information on
the toll-free telephone number they could call. Two weeks after the postcard reminder was mailed, a
fourth mailing containing a cover letter, questionnaire, and return envelope was mailed to each non-
respondent. Finally, four weeks later, a fifth mailing was sent via certified mail to individuals who still
had not responded. As with the first and fourth mailing, enrollees received a personalized cover letter,
questionnaire, and a preaddressed, stamped return envelope. As recommended by Dillman (1978),
first class postage was used on both the outgoing and return envelopes of each mailing, and address
correction was requested from the post office so that mailing lists could be updated. These mailing
procedures were based on the findings of a feasibility study conducted to assess the validity of using
mail survey procedures with a Medicaid population. The findings from this feasibility study are
summarized in Boothroyd and Shern (1998). Telephone coverage was available weekdays until 8:30
pm so that caregivers not able to call during the day could call during the evening.
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Results

Two “disability” groupings were identified based on whether children received SSI for (a) emotional/
behavioral problems, or (b) health problems. These children were compared to a “no disability” group
based on being in a family receiving TANF and not in receipt of SSI. The non-disability comparison
group of TANF/non-SSI children was then used to estimate the presence of current health or menral
health problems among disability groups. In all cases, children receiving SSI for reasons of mental
retardation were excluded. Children whose composite score on the health measure was more than one
standard deviation below the comparison group mean (indicating poorer health relative to 84% of the
children in the TANF/non-SSI group) were considered to have a current health problem. Similarly,
children whose total score on the mental health measure was more than one standard deviation above the
comparison group mean (indicating greater levels of symptomatology relative to 84% of the children in
the TANF/non-SSI group) were considered to have an existing mental health problem. The currenr rares
of health and mental health problems were then estimated for each of the three disability groups.

Figure 1 and Table 2 summarize the

estimated prevalence rates of current Figure 1

health, mental health, and co-morbid Prevalence of Current Health and Mental
problems among the children surveyed by Health Problems by Disability Classification
disability category. Significant differences

were found for the presence of health and 80

8 Mental Health Problem
B Health Problem
© Co-morbid

mental health problems among children

in the three disability groups.

Not surprisingly, children receiving
SSI for a particularly disability were
most likely to be identified as currently
having that problem. Specifically,
children receiving SSI for health reasons
were significantly more likely to have a
current health problem (60.2%) relative
to children receiving SSI for mental

Percentage

health reasons (37.8%), who in turn 0 - : " T

were more llkely to have a health SSI-Mental Health SSI Health Non-Disabled
problem than children with no Classification

disability, (15.0%) F (2,931) = 67.42, p

<.001.

As shown in Table 2, significant differences were found among disability groups in terms of the
presence of mental health problems, F(2,931) = 76.13, p < .001. Post hoc examination revealed that
children receiving SSI for mental health reasons were significantly more likely to have a current
mental health problem (64.4%) relative to children receiving SSI for health reasons (37.0%), who
were in turn significantly more likely to have mental health problems compared to children with no

disability (19.3%).

Table 2
Prevalence of Health and Mental Health
Problems Among Disability Groups

Current Health Current Mental Current Comorbid Health

Disability Group Problem Health Problem & Mental Health Problem
None (TANF/nonSSI) 15.0 19.3 6.3
SSI-Health 60.2 37.0 25.6
SSI-Mental Health 37.8 64.4 27.4
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Similar rates of co-morbid health and mental health problems were found among the two disability
groups. The rate of co-morbidity for children on SSI for health problems was 25.6%; the co-
morbidity rate among children receiving SSI for emotional behavioral problems was 27.4%. These
rates were significantly higher than the 6.3% rate found for children in the non-disabled comparison

group (i.e., TANF), F (2, 1135) = 49.93, p < .001.

A summary of children’s unmet service needs is presented in Figure 2 and Table 3. In terms of
health related services, between 1.6% and 2.5% of the children experiencing significant health
problems were not accessing needed services. The rates of unmet mental health needs were somewhat
higher and more variable, ranging from 9.5% among children with mental health problems to 2.0%
among children with no specified disability.

Figure 2
Rates of Unmet Service Needs
by Disability Classification

20
M Co-morbid Mental Health
16.1 B Co-morbid Health
15 1 Mental Healch Problem
12.8 M Healch Problem

&b

:

'é 10 4

U

-9

5 4
04 :
SSI-Mental Health SSI Health Non-Disabled
Classification
Table 3
Unmet Service Needs of Children with Health
and Mental Health Problems Among Disability Groups
Current Comorbid Health
Current Health ~ Current Mental & Mental Health Problem

Disability Group Problem Health Problem (Health/Mental Health)
None (TANF/nonSSI) 1.6 20 0.0/ 94
SSI-Health 2.5 62 6.51/16.1
SSI-Mental Health 2.3 9.5 64/12.8
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Summary and Conclusion

The rate at which children with an identified mental health disability were found to have an
existing health problem (37.8%) was similar to the rate at which children with an identified health
disability were found to have an existing mental health problem (37.0%). Among both groups of
children, the likelihood of having current co-morbid health and mental health problem was also
similar ar approximately 26%. Additionally, in both groups of children with disabilities, unmer mental
health needs were found to be 2 to 3 times higher than were unmer health needs.

We believe the findings support a number of recommendations related to the diagnosis and
treatment of children. First, there is a need to implement a comprehensive health policy that
emphasizes the importance of assessing all children for health and mental health problems and
disabilities. Second, as was recommended by the Bazelon Center for Mental Health Law (1999), early,
periodic screening and diagnostic treatment (EPSDT) screenings (i.e., periodic health care checks for
low-income children) should routinely include a brief mental health assessment. Third, as noted by
the Surgeon General, primary health care providers need to be educated on the identification of
mental health problems in children, particularly among those with special health care needs (U. S.
Public Health Service, 2000). In addition, mental health practitioners need further education related
to the identification of health problems in children, particularly among those with serious emotional
disturbance. Finally, managed care plans with mental health carve-outs should pay special attention to
the prevalence of health disabilities and problems in children with mental health needs.
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